
Verification of Mental Health
Supervised Postgraduate Experience

Applicant:

Use a separate form for each supervisor verifying your postgraduate supervision and professional experience for each practice
setting. This form may be duplicated. Fill out Section 1 and forward the verification form to the supervisor for completion.

NAME LAST FIRST MIDDLE BIRTH DATE

ADDRESS

CITY STATE ZIP

2. Supervisor:

The above individual seeks licensure as a mental health counselor in Washington and requires
verification of postgraduate supervision and postgraduate professional experience.

SUPERVISOR NAME CURRENT PHONE

CURRENT STREET ADDRESS

CITY STATE ZIP

3. Postgraduate Supervised Experience:

Applicants must have a minimum of thirty-six months of full time counseling or 3,000 hours of postgraduate mental health
counseling under the supervision of a qualified mental health counselor.  Please complete the actual months under your
supervision.

From: /              /               / To:               /                /
MO            DAY                YR MO            DAY                YR

Supervised Work Experience—Postgraduate professional experience consists of a minimum of 3,000 hours; at least 1,200 of
the total hours must be direct client contact and 100 hours must be individual formal meetings. Please complete the actual
number of hours under your supervision.

Experience Requirement
Total number of hours of supervised work experience

Number of Hours

DOH 670-027 (REV 10/2002)

Total number of hours of direct client contact

Total number of hours of individual formal meetings

  Total of Professional Experience Hours

Supervisor

1. Print or Type Clearly:

I certify that the above information is, to the best of my knowledge, accurate and complete. I understand that the Department
may request additional information, if it is needed, to evaluate the application of the individual named on this document. I also
attest that I meet or exceed educational and supervision requirements for certification.

Signature: ___________________________________ Date: _________________________________________

Return this form to:

Counselor Programs
PO Box 47869
Olympia Washington  98504-7869

Months of Supervision


